Diabetes Summary
The family history of diabetes in the first-degree relatives of 1,307 patients at the diagnosis of clinical diabetes is compared with a similar family history in 859 control-group subjects. The results are matched for siblings and parents in different age-groups, and are also compared with the known rate of clinical diabetes at different ages. Under 30, compared with a nondiabetic control, a diabetic at diagnosis is between 12 and 24 times as likely to have a similarly affected sibling. The corresponding rate for those aged 70 or over, is only one and a half times. The results suggest that only diabetes of early onset has a strong genetic background.
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Raynaud (1862, 1874) first described " local syncope of the extremities," and Lewis and Pickering (1934) recognized that this phenomenon could result from hypersensitivity of the digital arteries to cold (primary Raynaud's phenomenon) or could be secondary to connective-tissue disorders, arteriosclerosis, local injury, long-standing vibration, or compression of the subclavian artery at the thoracic outlet. Some patients apparently suffering from primary Raynaud's phenomenon ultimately develop systemic scleroderma, the Raynaud's phenomenon preceding other features of this disease by several years.
Sympathectomy has been used in the treatment -of severe Raynaud's phenomenon of the hands since 1928, and although the immediate post-operative results may be most encouraging the late results often are not. Few of the follow-up reports, however, make any genuine reappraisal of the late operative results in those patients initially thought to be suffering from primary Raynaud's phenomenon who subsequently developed a connective-tissue disorder. de Takats and Fowler (1962) Allen and Brown (1932) , namely: (1) the Raynaud's phenomenon should be bilateral and paroxysmal; (2) there should be no clinical evidence of diseases of the peripheral arteries or other conditions known to give rise to secondary Raynaud's phenomenon; (3) necrotic lesions, if present, should be superficial and confined to the skin of the finger-tips; and (4) symptoms should have been present for at least two years at the time of diagnosis.
Systemic Scleroderma.-This is the form of scleroderma in which systemic visceral manifestations may occur; it embraces the term "progressive systemic sclerosis" but excludes disseminated morphoea.
Primary Raynaud's Phenomenon with Scleroderma-like Changes.--We have used this term for patients whose condition fell midway between severe primary Raynaud's phenomenon and systemic scleroderma and who may have incipient systemic scleroderma. They had severe trophic changes confined to the fingers, a small number of macular telangiectases on the hands or lips, but no other skin changes or evidence of systemic involvement.
Results
There were 51 females and 24 males; follow-up was from 3 to 24 years (Table I) . Sixty-one patients had had bilateral sympathectomies and 14 unilateral.
The pre-operative diagnoses are shown in Table II . The miscellaneous group comprised two patients suffering from systemic lupus erythematosus and one patient who had dermatomyositis. All three had scarring atrophic lesions on the fingers and distressingly severe Raynaud's phenomenon. (Tuffanelli and Winkelmann, 1961) , and, secondly, because the slowly progressive variant of systemic scleroderma begins with Raynaud's phenomenon and trophic changes on the fingers but may not involve the arms, face, or viscera for several years (in this series the time interval was 3 to 20 years). Specialized procedures such as the measurement of the sensory chronaxie of the skin (Jablonska et al., 1958 (Jablonska et al., , 1959 (Jablonska et al., , 1962 and histological studies of the cutaneous nerve networks (Pawlowski, 1963) are said to be helpful in distinguishing severe primary Raynaud's phenomenon from incipient systemic scleroderma, but are not readily available.
It is often stated that Raynaud's phenomenon of early onset associated with "hereditary cold fingers," chilblains, and a positive family history is tantamount to a diagnosis of primary Raynaud's phenomenon. This is not correct; three of our patients with apparent primary Raynaud's phenomenon who developed systemic scleroderma gave such histories. This suggests that hypersensitivity to cold may predispose to systemic scleroderma, or at any rate may coexist. Another diagnostic difficulty arises, albeit uncommonly, when the Raynaud's phenomenon of systemic scleroderma is initially onosided, suggesting digital-artery occlusion.
Finger-tip necroses, accepted in primary Raynaud's phenomenon by Allen and Brown (1932) , and Allen et al. (1962) Eight patients apparently suffering from primary Raynaud's phenomenon at the time of operation had developed systemic scleroderma at follow-up, the Raynaud's phenomenon preceding other features of the disease by an interval of from 3 to 20 years.
The late results of sympathectomy were best in digital-artery thrombosis (71 % success) and in confirmed primary Raynaud's phenomenon (58 % success). The results were poor in patients who had advanced systemic scleroderma at the time of operation and in the three patients who had other connective-tissue disorders, but no dissemination of the condition resulted from operation.
